T HE term "splenorenal shunt" has acquired general acceptance as an anastomosis between the splenic and renal veins, designed to accomplish portal decompression in selected cases of portal hypertension. Little attention has been paid to the unexploited potentialities of the splenic artery as a source of an arterial blood supply to other intra-abdominal viscera. This large artery to an expendable organ has previously been demonstrated to be an adequate replacement for the hepatic, superior mesenteric, or left renal arteries in dogs.' Some of the clinical applications of the splenorenal arterial anastomosis in a variety of disease states and an account of the first such operation with a successful outcome in a patient constitute the basis for this report. 2 The potential indications for a splenorenal arterial anastomosis are (1) aortic thrombosis (Leriche's syndrome; unresectable); (2) aortic aneurysm; (3) renal artery obstruction; (4) renal artery injury; (5) renal artery aneurysm; (6) anomalous renal artery.
AoRTIc THROMBOSIS The treatment of choice for thrombosis of the aorta localized to the region of the bifurcation is resection of the involved segment and replacement with an arterial graft or prosthesis. (fig. 1A) . The obliterated segment was resected and replaced with a preserved aortic bifurcation homograft* on January 11, 1955. A considerable extension of the occlusive process into both iliac and femoral vessels necessitated liberal proximal and distal thromboendarterectomies; bilateral lumbar sympathectomy was also carried out. An aortogram on April 9, 88 days postoperatively, showed complete thrombosis of the terminal aorta and graft, the occlusion extending proximally to the level of origin of the renal arteries, and slightly higher on the right side ( fig. 1B) .
A left splenorenal arterial anastomosis was constructed on April 19, 1955 interspace. The diaphragm was divided in the direction of its fibers ( fig. 2) . The spleen was slightly enlarged and adherent to the diaphragm posteriorly. The spleen was mobilized posteriorly and inferiorly and the vasa brevia were divided, leaving the spleen attached only to its pedicle. The main splenic artery was mobilized a short distance proximal to the hilus, and 3 large branches entering the hilus were similarly mobilized and cleared. The splenic artery was quite tortuous, but not calcified, and pulsated vigorously; it measured 3/16 of an inch in diameter. The spleen was amputated at the hilus, and the distal end of the splenic artery was clamped temporarily.
By a combination of blunt and sharp dissection the left renal vein was identified and the left renal artery mobilized close to its origin from the aorta. The renal artery pulsated vigorously, but the aortic pulsations stopped just below this level. The 2 main branches of the renal artery were also mobilized and temporarily retracted with loops of silk. The adrenal gland nested in the hilus of the left kidney, and both the gland and the kidney were elongated and narrow. The left renal artery measured 3/16 of an inch in diameter.
Two large branches of the splenic artery were ligated, a bulldog clamp was placed proximally, and the splenic artery was divided distally ( fig. 3A) . The stump was irrigated with heparin solution, after free bleeding was permitted for a few pulsations. The renal artery Xwas (loubly ligated practically flush with the aiortal, a bulldog clamp was placed just proximal to the first major branching, and the renal artery was divided close to its origin ( fig. 3B ). The distal stump was similarly irrigated with heparin solution. An end-to-end anastomosis was effected between the proximal limb of the splenic artery and the distal limb of the left renal artery (they were both of the same size) with doubly armed sutures of 5-0* silk. The needles were passed from inside out in both vessels and all the knots were tied on the outside. After the angle sutures were placed, the posterior and anterior rows were constructed with continuous simple over-and-over sutures ( fig. 4) implanted either into the aorta more proximally, or into the graft (fig. 4) The standard management of these lesions has consisted of sacrificing the involved kidney. In an elective procedure for a vascular problem in which the kidney itself is normal, such as in extrarenal aneurysms of the renal artery, such an organ may no longer need to be removed. It is realized that this attempted salvage would not be applicable to the renal arterial aneurysms near the hilum of the kidney where the artery branches. However, aneurysms arising near the aortic renal junction should provide a favorable opportunity, as in the case described by Pastor and co-workers.'8
When faced with an acute operative injury to a renal artery, the surgeon may well be able to save the kidney by a new arterial anastomosis. The procedure may also find an occasional application in the management of a patient who has sustained severe accidental trauma to a renal pedicle, although admittedly the duration of renal ischemia under such circumstances may often preclude any salvage. The maximum period during which a renal artery may safely be occluded in man is not known. In the case reported by Ellis and associates" the right renal artery was occluded for 135 min. Our patient experienced an episode of nonvisualization of the right kidney of undetermined duration, several months postoperatively, followed by return of good function. If this were on the basis of temporary arterial insufficiency, with subsequent restoration of adequate flow, the maximal period of arterial occlusion compatible with recovery may be sufficiently long to permit the application of this salvage procedure in cases of acute injury. Burch and associates'9 have suggested that the maximum safe time for aortic occlusion above the renal arteries in dogs is 60 min.
The same considerations apply to potential kidney salvage in dealing with arteriovenous fistula involving the renal vessels, by construction of a splenorenal arterial anastomosis. Baron 
